| INTRODUCTION
In this paper, we present a description of a youth mental health service providing culturally sensitive practice to Aboriginal young people.
Aboriginal Australians form a small percentage of the overall Australian population (3%), yet they are 2.5 times more likely to access mental health services than other Australians (Australian Institute of Health and Welfare [AIHW], 2009a , Vos, Barker, Begg, Stanley, & Lopez, 2009 , Westerman, 2004 . High levels of adverse life events, systemic discrimination and psychosocial risk factors impact significantly on Aboriginal young people's social and emotional wellbeing (Belfer, 2008; King, Smith, & Gracey, 2009; Zubrick et al., 2010) , and it has been estimated that 27% to 40% have mental health problems and behavioural issues (AIHW, 2009a , Chalmers et al., 2014 , Westerman, 2010 , Zubrick et al., 2010 .
Given these alarming figures, national policies and strategies have advocated for an urgent need to strengthen the mental health and well-being of Indigenous people and improve service access (Dudgeon, Milroy, & Walker, 2014 , Framework 2014 , Zubrick et al., 2010 . Mainstream services, however, have at times been described as unsuitable, due to the lack of culturally informed care and a sense of distrust on the part of Aboriginal people (Hunter, 2014; Isaacs, Pyett, Oakley-Browne, Gruis, & Waples-Crowe, 2010; Parker & Milroy, 2014; Vicary & Bishop, 2005) . Alternative models are being sought, which promote an enhanced role for Aboriginal practitioners (APs), stronger relationships with Aboriginal communities and greater service flexibility. While the elements of culturally informed care have been well articulated, there is a paucity of studies describing service models with a strong evidence base (Champion, Franks, & Taylor, 2008; Dudgeon et al., 2014; Walker & Sonn, 2010; Westerman, 2004 ).
The first aim of this paper is to present a successful framework These practitioners provide direct clinical services, maintain an active presence in the Aboriginal community and within family networks and support non-Indigenous workers in providing strong culturally informed practice. The first aim of this paper is to describe the care process and implementation of YouthLink. As a way of organizing a description of the cultural appropriateness of Youth Link's services for Aboriginal youth, its process of care is described against best practice principles for mental health work with Aboriginal people, family and communities (Dudgeon et al., 2014) .
The second aim of this paper is to demonstrate the effectiveness of this service in improving the mental health outcomes of Aboriginal young people. Recommended quality improvement approaches involve the documentation of both processes and outcomes of care (AIHW, 2009a; Puszka et al., 2015) yet an evaluation of Aboriginal mental health services presents with some challenges. An evidencebased approach to service evaluation is the preferred method of the dominant Western culture yet it may be perceived as conceptually dissonant with Indigenous health servicing perspectives. Indicative of this issue are concerns raised about the cultural and social appropriateness of standardized outcome measures, and an absence of performance standards (AIHW, 2009b; Bishop, Vicary, Andrews, & Pearson, 2006; Puszka et al., 2015; Swan & Raphael, 1995) . Considerable efforts are required to address these issues, especially in public mental health services where standardized National Outcomes and Casemix Collection (NOCC) measures are routine and mandatory. In an attempt to accommodate the requirements of both service provision and Indigenous appropriate servicing, Youthlink has been utilizing the Outcome and Session Rating Scales, (ORS and SRS; Howard, Moras, Brill, Martinovich, & Lutz, 1996; Miller, Duncan, Brown, Sorrell, & Chalk, 2006) as feedback monitoring tools.
The ORS consists of 4 brief questions about the client's wellbeing, and the SRS asks about the person's therapeutic bond with their mental health worker. The ORS and SRS are completed at every session or as needed (Miller, 2014; Miller, Duncan, Brown, Sparks, & Claud, 2003 Shimokawa, Lambert, & Smart, 2010) . To our knowledge, there are no reports on the use of ORS and SRS measures in Aboriginal youths, yet they show considerable advantages over other standardized measurement approaches. They do not involve formal evaluation or diagnosis and the client's self-evaluation is used as the norm against which subsequent ratings are compared. Client responses are discussed during the session and serve as a conversation tool to guide the contents of therapy within the person's personal, cultural and psychosocial context. This practice serves to emphasize respect, shared meaning and learning, which are essential components for a safe and respectful cultural practice (Williams, 1999) . It also encourages clinicians to familiarize themselves with a holistic understanding of multi-factorial issues impacting on the young person, their family, and their community, and assists in developing strong therapeutic relationship (Duncan, Sparks, & Miller, 2006) . Given the paucity of standardized culturally sensitive measures or approaches to measuring well-being, we utilized the ORS and SRS as an active compromise
in an attempt to demonstrate the program's effectiveness.
Another advantage of these measures is that the SRS provides a quantitative measure of the relational bond which exists between client and practitioner (Bickman et al., 2011; Hall et al., 2013; Hansen, Howe, Sutton, & Ronan, 2015; Kwan & Rickwood, 2015; Shimokawa et al., 2010) . Given that the collaborative alliance between client and practitioner is a central aspect of treatment effectiveness (Del Re, 
| Process of care
The principles of best practice have been articulated slightly differently since the landmark National Aboriginal Health Strategy (Party, 1989) , but its aspirations and goals have been retained in recent frameworks (Framework, 2014) . Table 1 shows a set of 9 guiding principles that describe "best practice" relevant to work in mental health, social and emotional well-being with Indigenous people, family and communities (Framework, 2014) together with their application to Youth Link's conceptual framework. Table 1 (Dudgeon et al., 2014) , and how these are addressed at YouthLink with its multidisciplinary team including Aboriginal Practitioners (AP)
1. Health as holistic, encompassing mental, physical, cultural and spiritual health
• YouthLink includes a multidisciplinary team and has forged strong partnership with community-based organizations • Clinicians use a therapeutic approach which specifically addresses Aboriginal concepts of health and well-being • Assessment and care planning comprise the development of a cultural formulation • Storytelling, narratives and connections to people and places form a centre-piece and make meaning about experiences and in the process of healing and therapy • The therapeutic framework varies between clients depending on their needs and may be exploratory or supportive • Therapy focuses on social and emotional well-being and the development of life skills in a cultural context 2. Right to self-determination
• In YouthLink, young persons are partners in decisions about their care, and they are provided with sufficient information so that they can make informed decisions in an autonomous way • The AP work with the young persons and their families to explain the service process and requirements and support engagement • At triage, an appropriate clinician is allocated for young persons based on gender, cultural and other issues • Where services are provided by a non-Indigenous clinician, the first meeting may involve AP to optimize culturally appropriate engagement strategies, including vouching. Also, the young person they may request access to AP at any point during the episode of care.
• It is acknowledged that young persons may have ambivalence with the modern and cultural world, impacting on their sense of self and personal schema, and that it is important to discuss their experiences in their preferred context through a process of shared meaning • YouthLink respects the significance of traditional rules, which govern relationships between kinship and regulate position in landscape reference 3. Need for cultural understanding
• YouthLink's AP are available to young persons to assist with family history, cultural identity, family and cultural issues • AP are co-signatories to the care plans developed by non-Indigenous clinicians • Therapeutic contents are shaped by an understanding about culture, identity and spiritual beliefs • Therapy is delivered at the young person's preference at a place of significance because connectedness to land is imperative, and locations have great spiritual, physical, social and cultural connections • Flexibility is provided to accommodate different conceptions of time • Awareness of cultural bound syndromes; cases are discussed in regular clinical review meetings, and where appropriate, with the AP together with community members 4. Recognition that the experiences of trauma and loss have intergenerational effects
• YouthLink's AP assist and consult with non-Indigenous clinicians and other agencies/organizations to bring awareness about the role of racism, impact of segregation, incarceration, lack of access to quality education and health services and low socio-economic status on individuals, family, community and well-being also raised no objections to the study or its publication.
| Measures
The ORS (Miller et al., 2003) Results of the ORS were also compared against scores on the Health of the Nation Outcome Scales (HoNOS) (Wing et al., 1998) .
This clinician-rated scale is a standardized tool which assesses mental health with 12 items on a 5-point scale (ranging from 0 to 4).
| Statistical analyses
Data were analysed using SPSS version 23. The distributions and normality plots suggested that assumptions of normality were not violated. The ORS clinical cutoff was set as 25 (Miller et al., 2003) . Schizophrenia and other psychoses = 1 (2.5%)
Mood disorders, n = 12 (30%)
Anxiety disorders, n = 18 (45%)
Disorders of personality, n = 2 (5%) • Acknowledgement of Aboriginal history where racist beliefs contributed to legislation decisions, and where cultural racism had detrimental effects on self-esteem, mistrust of the dominant culture, and social disadvantage • As Aboriginal people come from a diverse nation, some clients are also subject to lateral violation within their own community • Awareness that Aboriginal identity has been constructed, imposed and used in the creation of assimilation and other destructive practices; different language groups may act to cause questions about identity, creating a state of hyper-vigilance • Decolonising projects challenge ingrained assumptions about identity and YouthLink provides this supportive therapy with the client 7. Recognition of the centrality of family and kinship and the bonds of reciprocal affection, responsibility and sharing
• Family and community play a critical role in the lives and identity of Aboriginal people and can be a source of strength and well-being; they have a role and responsibility and provide a sense of belonging and ensuring ongoing connection to the dreaming • A cooperative therapeutic approach acknowledges the young persons' context of their family and community • Flexible pathways to care enable communities (family and community members) to make referrals; the AP can do outreach visits to discuss community members concerns and assessment • Where the referral is not appropriate, the AP works actively with the family and community to obtain support from other agencies/ services 8. Recognition of individual and community cultural diversity
• The unique status of every individual is defined by their connections with other people through their kinship, ritual and spiritual relationship.
• Individuals have unique backgrounds, and have the rights to choices, flexibility and control • When required, Aboriginal elders and Nangkarees (traditional healers) are consulted about the cultural context of initial presentations and cultural issues • Emphasis on "vouching" where community members act as cultural referees, where YouthLink and clinicians are deemed as culturally safe, creating a positive contagion effect 9. Recognition of Indigenous strengths
• Working from a strength and recovery-based framework that is culturally appropriate and flexible, and which provides support according to the needs and strengths of the young person, their families and/or carers • Strong focus on enhancing social and community inclusion, recovery and the capacity for young people to achieve their desired goals and live successfully in the community • Therapeutic approach to focus on self-development and growth, which builds on the client's own individual strengths (egostrengthening). The focus on self-efficacy and advocacy in turn improving self-esteem and confidence, and sense of identity that is personally meaningful.
Change across therapy was assessed with repeated measures General
Linear Model (GLM), and by calculating the number of clients who met the following criteria: (1) Hierarchical multiple regression analyses were used to examine the contribution of therapeutic alliance (mean SRS score across treatment)
to treatment gains (on the ORS). Given that possible covariates might include clinical acuity at the start of treatment, number of sessions, age and gender, these were added all at once in a first model, after which non-significant predictors were removed. Number of sessions and age did not add to the relationship and were removed in the final model.
Final model comprised ORS treatment gains (dependent variable); baseline ORS and gender as Steps 1 and 2; and SRS mean scores as Step 3.
| RESULTS
There were 40 clients (55% male, average age 17 years old). Table 2 shows that anxiety disorders such as adjustment disorder or post- which is in line with expected rates of progress. The average number of sessions required to reach the minimum ETR was 3.7.
Therapeutic alliance (SRS scores) increased between the first and last session (see Table 2 (Table 3) . Therefore, lower acuity at baseline, female gender and a higher therapeutic bond all contributed significantly but independently towards a better outcome. The above hierarchical multiple regression analyses were repeated adding the practitioner's heritage (Belfer, 2008; Zubrick et al., 2010) . Improved access to specialist services, which seek to provide cultural sensitive practice is therefore important to support the needs of these young people.
Capturing outcome data in a culturally appropriate way often presents a challenge as an evidence-based approach that is imposed by the dominant culture may be perceived as being in conflict with (Miller, 2014; Miller, Duncan, Sorrell, & Brown, 2005) Hardy, 2007; O'connor, Chur-Hansen, & Turnbull, 2015; Ranzijn, McConnochie, & Nolan, 2009; Reibel & Walker, 2010; Westerman, 2010) .
In addition to the limitations addressed above, the results cannot be compared against other services given the paucity of reports on culturally sensitive service models. Similarly, there was no comparison group against which to assess the efficacy of this treatment model.
Nonetheless, the high percentage of referrals and activations of
Aboriginal youths suggests that YouthLink is well accepted by the community and that it fills an important need. Finally, this study was not designed to measure the impact of ORS and SRS feedback 
